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Background

** The HIV care cascade is the standard for public 20.00
health departments, ministries and clinicians to
monitor success of HIV care programs across
jurisdictions. 00.00
** Ensuring that people living with HIV (PLWH) are
: : : 40.00
linked to and retained in care, and on
combination antiretroviral therapy (CART) is
crucial to achieving viral suppression and optimal 20.00
health outcomes.

** We sought to characterize and determine 0.00

*» Of the 10,112 eligible participants (83% men),
44% resided in British Columbia (BC), 29% In
Ontario, 21% in Quebec, 4% in Saskatchewan
and 1% in Newfoundland. The median age at
first cCART Initiation was 39 (Q1-Q3, 32-47); 56%
were Caucasian; 50% men sex with men
(MSM); 74% and 68% not coinfected with
hepatitis C nor B virus (HCV, HBV),
respectively; 82% no AIDS defining ilinesses
ever. Median baseline CD4 count and VL were
260 cells/mL (150-400) and 4.8 log10 copies/mL
(4.3-5.0), respectively. Median year of first CART

Percent

2013 2014 2015 2016
correlates of engagement in HIV care among m In Care 96 .97 97 59 98 45 99,28 initiation was 2010 (2003-2012).
participants of a large Canadian clinical cohort On ART 95.26 96.74 98.13 99.30 < From 2013 to 2016, there was an increase In
from 2013 to 2016. m VL Suppression 92.29 92.75 93.41 93.89 the proportions of participants in care (96.87%-
N 9646 9988 10194 10112 99.28%), on cART (95.26%-99.30%) and with

suppressed viral load (92.29%-93.89%) (Fig 1).

Year
Meth()d < We saw similar increases in engagement in
S Figure 1. HIV care cascade nested estimates among CANOC participants, 2013-2016 care trends over time when looking by province,

gender, age, HCV, and HIV risk factors.

<+ The Canadian HIV Observational Cohort Table 1. Models assessing correlates of in care, on cART and viral load suppression  * TN€ annual proportion of participants with viral
(CANOCQC) includes individuals living in Canada, among CANOC participants, 2013-2016 Suppression was < 90% for females, age <30,
>18 years, who are cART naive as of Jan. 1, Model 1 Model 2 Model 3 people who inject drugs (PWID), HCV, non-
2000, with at least one viral load (VL) and CD4 Variable In care On cART VL suppression MSM, and Saskatchewan.
count within 12 months of initiating cART. aRR aRR aRR * We found lower probability of care engagement

(95% Cl) (95%Cl) (95%Cl) for PLWH in Saskatchewan vs. BC, and for

¢ The base inclusion criterion for this study was Province of the CANOC site PWID and heterosexual HIV risk category
any CANOC participant that could contribute British Columbia Ref Ref Ref compared to MSM only. In addition, females
data to the study period Jan. 1, 2013-Dec. 31, Saskatchewan = 0.2 (0.15-0.26)* 0.89 (0.69-1.15)  0.51 (0.42-0.62)* had a lower probability of being on cART and
2016, with a nalve cART start date between Jan. Ontario . 0.77 (0.58-1.02) 0.78 (0.63-0.96) 1.23 (1.06-1.42) suppressed VL than males (Table 1).
1, 2000-Dec. 31, 2016. Individuals with missing Quebec  0.78(0.56-1.08) 0.38 (0.21-0.71) 1.42 (1.20-1.68)
gender information were excluded. Newfoundland @ 0.44 (0.20-0.97)* 1.59 (1.34-1.9) 0.87 (0.52-1.45)*

Age at first ARV initiation (years) ]
< We estimated annual proportions meeting the <30 Ref Ref Ref COﬂClUSIOn
30-60  1.20(0.95-1.51) 2.57 (1.42-4.64) = 1.84(1.63-2.07)

engagement in care indicators: 1) in care (1 VL

per year); 2) on cART (at least one prescription >60  1.16 (0.64-2.09) 0.84 (0.67-1.04) 2.32(1.62-3.32) | We observed high proportions of HIV care

per year); and 3) viral suppression (<200 Gender engagement which increased over time and

copies/mL). Male Ref Ref Ref identified factors that correlated with lower odds of

Female = 0.90(0.71-1.15) 0.38(0.15-0.96) = 0.81(0.70-0.93) | care engagement. These findings suggest the need

% We assessed correlates for each indicator using Transgender . 0.90 (0.29-2.80) 1.51 (1.04-2.18) 1.32(0.57-3.05) | for targeted care engagement programs and

generalized estimating equation with a log-link HIV risk categorized hierarchically initiatives.

and binomial distribution to calculate risk ratios MSM and not PWID Ref Ref Ref

(RR) with 95% confidence intervals (C|)_ MSM and PWID 0.92 (0.53-1.63) 0.66 (0.52-0.86) 0.48 (0.38-0.62)
PWID = 0.53(0.39-0.73)* 0.93 (0.71-1.22)* 0.38 (0.32-0.45)*
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